National quality registries have been used in several medical specialties to improve health care in Scandinavia [1, [3] [4] [5] [6] . Due to the inferior clinical results associated with some hip prosthesis designs in the early 1980s [6] , the nationwide Hip Arthroplasty Register (NAR) was established in Sweden in 1979 and in Norway in 1987 with implant revision as the main end point [1] . The purpose is the early detection of inferior results caused by implants, cements or surgical techniques [1, 3, 6] . In 1994, the Norwegian registry was expanded to include all joint replacements [3] . In 1995, two studies were published [1, 3] describing the detection of inferior implants at an early stage, a finding only possible through registry studies.
NAR is based on a simple reporting system (approximately 1 min to complete a single-paged registration form), and the hospitals are provided with continuous feedback from the registry [1, 2] . These two factors are believed to explain why the compliance rate of nearly 100% has not declined during 20 years of operation [1, 2] . Immediately after each operation, the surgeon completes the registration form, which is mailed to the NAR office. Patient identification and the different procedures, including the type of implant and cement used, are specified on the registration form. Feedback is given as annual national reports. In addition, each hospital receives a report on its own activities and results, which can be compared to the national average. A wide range of studies have been published based on the NAR database [1, 3, 6] .
In contrast to joint replacement surgery, where national registries have been established in Norway, Sweden , no prospective surveillance system has existed for monitoring the outcome of knee ligament surgery in a predefined population. Evidence from the Scandinavian joint replacement registries indicates that a national knee ligament registry could be highly beneficial. First, treatment outcome can be improved through feedback to the hospitals and surgeons from the registries. Second, there are still several unresolved issues related to cruciate ligament surgery and postoperative rehabilitation methods. Some of these can and should be addressed by conducting properly designed randomized controlled trials (RCTs). However, because of practical, financial or other restraints, such studies are often not possible. Also, some questions can only be answered by large cohort studies. This can include the detection of procedures and devices that result in premature failure. Third, a large cohort study can be used to identify prognostic factors associated with good and poor outcomes. Data from the Norwegian Registry show a very high compliance rate [2] and also that this type of registry can be run in a country with 5 million inhabitants for approximately US$ 100,000 a year excluding the local costs.
With this background, the Norwegian Knee Ligament Registry (NKLR) was started in June 2004, followed by the Danish and Swedish registries in 2005. In this edition of the KSSTA journal, Martin Lind and co-workers report from the Danish registry, its design, procedures and characteristics of patients included. The results show that in 30 months of operation, 85% of all patients undergoing cruciate ligament surgery were included in the registry. Already more than 5,000 ligament reconstructions are in the database. Seventeen percent had additional cartilage injuries. Three percent underwent revision during the first 2 postoperative years. Based on these data, it may be expected that the registries in the Nordic Countries each year will enroll approximately 6-7,000 primary ACL reconstruction cases. Because the forms and analyses are done in cooperation, this will be a substantial database in the coming years. In the future, the registry will also record revision reconstruction surgery and other surgical procedures for all knee joints previously recorded in the registry.
Patient registries are established to improve the standard of health care and should be used in as many countries as possible. One vision is to have a common international registry for knee ligament surgery supported by, for example, ESSKA and ISAKOS. For countries that need a separate database for legal reasons, the software could be the same for all countries. In a very short time, a huge amount of data could be obtained, and fruitful international comparisons would be possible.
Specifically, registries are meant to serve three specific purposes: to improve treatment outcomes through feedback to the hospitals and surgeons, to detect procedures and devices that result in premature failure and to identify prognostic factors associated with good and poor outcomes. However, to serve these purposes, the accuracy of the outcome measures used is critical. The arthroplasty registries only use revision surgery as an end point. Thus, patients may have a poor result without this being registered. In contrast, in addition to revision surgery, the knee ligament registries therefore also include routine followups with patient-reported KOOS scores. KOOS scores are collected preoperatively from the patients, as well as after 2, 5 and 10 years. The intention is to detect inferior results and early failures, regardless if patients with a failed graft decide to go through revision surgery or not. Also, at a later stage, data from NKLR can be combined with data from registries on knee arthroplasties, thus using surgically verified severe osteoarthritis as an additional end point. We predict that these registries will play a major role in the future!
